"It's something you have to put up with'  - service users' experiences of in utero transfer: a qualitative study by Porcellato, LA et al.
‘It’s something you have to put up with’:   service users’ experiences of in utero transfer:  a 1 
qualitative study   2 
Lorna Porcellato 3 
Liverpool John Moores University 4 
Centre for Public Health -Faculty of Education, Health and Community 5 
21 Webster Street, Liverpool   L3 2ET 6 
Email: l.a.porcellato@ljmu.ac.uk 7 
 8 
Geraldine Masson 9 
University Hospital of North Staffordshire - Maternity Centre 10 
Newcastle Road, Stoke on Trent ST4 6QG 11 
Email Geraldine.Masson@uhns.nhs.uk 12 
 13 
Fidelma O'Mahony 14 
University Hospital of North Staffordshire- Maternity Centre 15 
Newcastle Road, Stoke on Trent 16 
ST4 6QG 17 
Email fidelma.o'mahony@uhns.nhs.uk 18 
 19 
Simon Jenkinson 20 
Royal Wolverhampton Hospitals NHS Trust - New Cross Hospital 21 
Wolverhampton WV10 0QP 22 
Email Simon.Jenkinson@nhs.net 23 
 24 
Tracey Vanner 25 
Royal Wolverhampton Hospitals NHS Trust- New Cross Hospital 26 
Wolverhampton WV10 0QP 27 
Email: Tracey.Vanner@nhs.net 28 
 29 
Kate Cheshire  30 
Royal Wolverhampton Hospitals NHS Trust- New Cross Hospital 31 
Wolverhampton WV10 0QP 32 
Email: katherine.cheshire@nhs.net 33 
 34 
Emma Perkins 35 
University Hospital of North Staffordshire - Maternity Centre 36 
Newcastle Road, Stoke on Trent ST4 6QG 37 
Email: Emma.Perkins@uhns.nhs.uk 38 
 39 
Corresponding Author:  40 
Lorna Porcellato 41 
Liverpool John Moores University 42 
Centre for Public Health -Faculty of Education, Health and Community 43 
21 Webster Street, Liverpool   L3 2ET 44 
Email: l.a.porcellato@ljmu.ac.uk 45 
Tel: 0151 231 4201 46 










Objective: The purpose of this study was to gain in-depth insight and enhance understanding of 57 
service users’ experiences of the in utero transfer (IUT) process, to inform policy and improve 58 
current service provision of maternal care.   59 
Design:  Qualitative descriptive study using semi-structured interviews 60 
Setting: Participant’s home or the hospital in the Midlands (UK) 61 
Population:  Fifteen women transferred in utero to a tertiary level maternity hospital; five male 62 
partners and two grandmothers  63 
Methods:  Audio-recorded individual or paired semi-structured interviews transcribed verbatium 64 
and analysed thematically using Nvivo 9 65 
Main outcome measures:  Facilitators and barriers of the IUT experience  66 
Results: Findings suggest that IUT is an emotional experience that  financially disadvantages patients 67 
and their families. Male partners were perceived to be most negatively affected by the experience. 68 
The quality of the IUT experience was influenced by a range of factors including the lack of proximity 69 
to home and the lack of information.  Patients had little knowledge or awareness of IUT and most 70 
felt unprepared for displacement. Despite this, there was resigned acceptance that IUT was a 71 
necessary rather than adverse experience.   72 
Conclusions: The experience of IUT for service users could be enhanced by ensuring they are better 73 
informed about the process and the circumstances that necessitate displacement, that they are 74 
better informed about the hospital to which they are being transferred and that they are  75 
transferred as close to home as possible. Efforts to minimise the emotional and socio-economic 76 
impact of IUT on women and their families also needs to be considered. 77 





Introduction  83 
In-utero transfer (IUT), the transfer of expectant mothers before delivery, between hospitals for maternal care 84 
or predicted neonatal care is a necessary component of contemporary obstetrics; to ensure better health 85 
outcomes for mother and fetus.  Although most transfers occur when specialist care is required, some are 86 
necessitated by a shortage of staff, cots or suitable facilities. Regardless of the reasons, IUT is known to be 87 
stressful.1-2 Evidence suggests that stress is an important predictor of adverse obstetric outcomes.3-4 The 88 
unfamiliarity of new staff and surroundings, the lack of choice and control,5 the absence of familial support 89 
and the domestic and logistical issues around child care, work commitments and finance make IUT a disruptive 90 
and anxiety-provoking experience.6  A negative birth experience can affect emotional well–being, have life-91 
long psychological effects and act as a barrier to future pregnancies.7-9 92 
Given the significant impact of a negative birth experience, there is a need to ensure that current IUT provision 93 
engenders a positive one; the benefits of which are well documented. 8,10-12 Moreover, a positive service user 94 
maternal experience should be a strategic, commissioning and financial imperative for all NHS Trusts.13  Whilst 95 
the importance of listening to women and families and using their experiences to influence maternity 96 
decisions has been widely advocated,8-10 it remains relatively underdeveloped in maternity services.13  97 
Current research in IUT for example, is dominated by quantitative studies focused on number of transfers, 98 
pregnancy outcomes and service audits or evaluations.14-21  The efficacy of in-utero transfer versus ex-utero 99 
transfer has  also been debated22-23 and the obstetrician’s perspective has been explored.24-25 However, the 100 
experience of IUT and its impact on women and their families has largely been ignored.15,26  Those few studies 101 
which do consider this population are quantitative in design and offer few experiential insights. 6, 26   102 
This research seeks to redress this experiential gap in the evidence base. The aim of this study, funded by The 103 
Staffordshire, Shropshire & Black Country Newborn Network, was to gain in-depth insight and understanding 104 
into service users’ experience of IUT, to guide policy and practice decision-making, with a view to improving 105 
current provision of neonatal network services. Better understanding of how IUT is experienced from the 106 
service user perspective is of paramount importance, to ensure maternity services are relevant, responsive to 107 
need and engender a positive birth experience. 108 
 109 
Methods  110 
A qualitative descriptive approach with phenomenological undertones27-28 was adopted. Generic qualitative 111 
research takes a general approach towards clinical issues which is useful for understanding service users 112 
perspectives of their health care.29-30  Data was collected via semi-structured interviews to facilitate the 113 
gathering of information about knowledge, understanding, awareness and experiences of IUT.31  The interview 114 
guide consisted of a series of open-ended questions within 5 topic areas (see Box 1). The guide was informed 115 
by the literature on IUT and women’s experiences of childbirth as well as the expertise of the IUT Research 116 
Group which was comprised of four consultant obstetricians, several midwives responsible for IUT in their 117 
units and network representatives.  All the clinical staff was based in Level 3 obstetric units and had 118 
considerable IUT experience.  Some demographic data was collected at the beginning of each interview as a 119 
means of establishing rapport.  Standardised prompts and cures were used for probing and further 120 
clarification. 121 
 Ethical approval for this study was obtained from North Staffordshire Research Ethics Committee, 122 
University Hospital North Staffordshire Trust, Royal Wolverhampton Hospital NHS Trust and Liverpool John 123 
Moores University.  Recruitment took place at two tertiary obstetric centres in the Midlands (UK). Purposive 124 
sampling was used. All expectant women (including any who had experienced a negative pregnancy outcome) 125 
who were transferred into the two tertiary obstetric centres between August 2010 and December 2011 were 126 
approached by a member of the clinical care team and provided with information about the study. Those who 127 
expressed interest after a 24 hour consideration period (N=25) were asked for written consent to extract 128 
minimal clinical information from their medical records and permission to be contacted by the lead researcher 129 
once discharged from the hospital.  130 
 Invitations to participate were sent by post within six weeks of discharge along with another copy of 131 
the participant information sheet.  As the main service users, women were recruited as the primary 132 
participants of the research. However, other adult family members (fathers, grandparents) were encouraged 133 
to participate as well, either in a joint interview or on a one to one basis. Contact by phone, text message or 134 
email was made one week later and interviews were arranged for those interested in participating (N=15). 135 
Given that many of the participants had new-born babies, all interviews bar one were conducted in their own 136 
home. Formal written consent was obtained both prior to and at the conclusion of each interview. All 137 
interviews were carried out by the first author (LP) who is an experienced qualitative researcher. To encourage 138 
honest responses, confidentiality and anonymity were explicitly stressed and participants were made aware 139 
that the researcher was an academic not associated with the two tertiary obstetric centres involved in the 140 
study.  Interviews were digitally recorded and lasted between 20 and 60 minutes.  141 
 All the interviews were fully transcribed and any identifiable data was anonymised. Data management 142 
and thematic analysis was done using QSR International’s NVivo 9 qualitative data software. Data was analysed 143 
using the staged thematic analysis approach espoused by Burnard.32-33  Transcripts were read several times to 144 
make sense of the data. Line by line coding was then undertaken. Similar meaning units were identified, 145 
recoded and then categorised into broader themes. Saturation was considered to be reached as no new codes 146 
were identified in the final transcripts analysed. To establish trustworthiness of the analysis, one quarter (n=4) 147 
of the transcripts were multiple coded by an independent researcher not affiliated with the study. This 148 
involved the cross checking of coding strategies and interpretation of data.34  149 
Results 150 
A total of fifteen women, five men and two grandmothers were interviewed. All familial interviews were 151 
conducted jointly with the women who had been transferred.  The women ranged in age from 18 to 37 years, 152 
13 were White European (87%) and 2 were Asian/Indian (13%), all were married/living with their partner.  All 153 
were single pregnancies and gestation at transfer ranged from 23 to 32 weeks. For eight of the women this 154 
was their first pregnancy and for all 15, this was their first IUT experience.  The transfer distance from 155 
participant’s home to the tertiary hospital ranged from 5 miles to 97 miles. Three of the women were 156 
transferred due to lack of capacity (no beds or cots available) and 12 were transferred because a higher level 157 
of care was required. Post transfer, seven women were discharged from the transfer hospital without having 158 
given birth whilst  eight  delivered at the transfer hospital. 159 
Several themes emerged as important determinants of the service user experience of IUT: 160 
Theme 1- An acceptable experience 161 
For most  participants in this study, IUT was not a particularly adverse experience.  All indicated that it would 162 
not influence their decision to have more children in the future.  Many felt that “… it wasn’t really terrible but 163 
it wasn't good, it wasn't nice… it's something you have to put up with” (P13).  This was  unexpected as service 164 
users often react negatively when told they are going to be transferred to another obstetric centre. With 165 
hindsight, many participants were able to acknowledge that the benefits of being transferred outweighed the 166 
inconvenience of displacement and any initial negative reaction gave way to resigned acceptance that  “… if 167 
you've got to be transferred, then that has to happen” (P12). One woman explained: “I was a bit angry, yeah, 168 
but you have to do what's best for the baby, don't you, and what's best for you” (P2).  Acceptance of IUT was 169 
driven by the desire to do “what’s best”  to optimise positive health outcomes for their unborn babies.  As one 170 
women stated,  ‘We wouldn't ever jeopardise, saying no, we're not going there just because I don't want to” 171 
(P10).   172 
However, for those few who were transferred as a result of lack of capacity, IUT was negatively perceived:  173 
 A nightmare [laugh].  Not something I'd like to relive.  Because although there wasn't massive 174 
complications or anything, I got really stressed because I didn't know what was going to happen… And I 175 
think it's quite annoying, because I think me and my partner spent quite a lot of time getting annoyed, 176 
thinking why couldn't he have just stayed at XXX. (P1) 177 
 178 
Theme 2- An emotional experience 179 
The process of being transferred from one hospital to another was a highly emotional experience for all  180 
participants. More than half were “shocked” when told they needed to be transferred.  Almost all participants 181 
had no knowledge or awareness of IUT; only 2 had heard about it prior to their own experience. No one knew 182 
that IUT was a possible outcome for their own pregnancy. The fact that all the transfers were unanticipated 183 
meant that participants did not know what to expect and generally felt “unprepared” for displacement.   184 
 I never expected it.  I just thought God, they're going to transfer me somewhere really far away 185 
 [laugh] and I'm going to be all on my own.  So it was quite a big shock and I didn't really know what to 186 
 expect, to be honest.  (P1) 187 
Many worried about the lack of familiarity with the transfer hospital, the lack of proximity to home, the 188 
increased travel time and the extra burden their displacement imposed on family members. Such issues added 189 
to the psychological distress that the women and their families were already experiencing as a result of 190 
pregnancy complications. 191 
 It just made me feel worse because of having to travel all that way and then the children not being 192 
 able to come and see me and me not being able to see them and, you know, everybody having to sort 193 
 it out.  And then it was I was worrying about XXX because of him travelling quite a distance and he 194 
 was tired.  And then he was coming home and he was sorting things out, so I was worrying about that.   195 
 (P3) 196 
 More than half the women described their IUT experience as “surreal”. Several mentioned being unable to 197 
process what was happening. Participants recalled “feeling afraid” and were concerned about “being alone” 198 
and “isolated” from family and friends.  Many were “anxious” at not knowing what was going to happen. A few 199 
of the women experienced separation anxiety and “panicked” at the thought of being far away from children 200 
left at home.   201 
 Yeah, I just…it was just horrible, I just felt really on my own like and really scared, and didn't know 202 
 what was going to happen and whether I was going to have to…well, I was thinking I probably am 203 
 going to end up having a C section here, I was…that was in the back of my mind all the time.  So I was 204 
 thinking I don't want to do that on my own and everything, but…which I did end up doing on my own 205 
 [laugh].   (P2) 206 
Family members in this study experienced similar negative emotions. Anxiety and fear for the fate of the 207 
expectant mother and her unborn baby were expressed.  Family members were equally concerned about the 208 
unfamiliarity of the transfer hospital and the distance that the expectant women would be from home. Some 209 
were concerned that the birth would happen in their absence.  210 
 And my family, they was just in shock and they was upset because they was just worried about what 211 
 was going to happen, being only 26 weeks pregnant and stuff, and worried about where I was going.  212 
 (P6) 213 
The impact of IUT on children left at home was also highlighted by some participants. As transfers were 214 
generally implemented without warning, there was little time to prepare children for their mother’s impending 215 
absence; some children found this distressing and difficult to understand. 216 
 It was just really hard on the children.  I think it was…like for them, it was the worst because it was a 217 
 long time that they were without me and that, so that was the hardest thing on them.    (P2) 218 
 219 
Theme 3 – A gendered experience 220 
There was consensus amongst the female participants in this study that their male partners were most 221 
negatively affected by the IUT experience. The general perception was that “…although it was physically 222 
happening to me, the stress …of me being there was more on him….“ (P7). This was down to a range of factors 223 
including the need to travel to and from the hospital, the need to be emotionally supportive in difficult 224 
circumstances, the need to manage logistic and domestic issues and competing priorities. 225 
 I think probably my partner suffered the most because he was having to go backwards and forwards, 226 
 and look after my daughter and put up with her being sort of upset that I wasn't at home, and not 227 
 understanding why.  (P1)    228 
 So it was a bit of a nightmare.  And because my partner's been laid off, he had to go the Jobcentre 229 
 and look for work and still sign on, because you can't just leave that, you know, you have to do it.  And 230 
 it was hectic, it was.     (P13) 231 
 232 
Whilst the few male participants in this study did not overtly acknowledge the impact of IUT on themselves, 233 
they did highlight some of the physical (e.g. tiredness) and psychological implications of displacement. 234 
 …to me, it wasn't a problem, just keep going up and down, it was just time consuming, as I say and 235 
 tiring.  (MP7)       236 
 I weren't…to be honest with you, I wasn't that bothered, as long as XXX and YYY was alright, you 237 
 know, but I was just panicking just in case she had him over there and I weren't there and, you know, 238 
 that was the only thing.  And I mean I did hit some traffic as well, didn't I, and then I was panicking but 239 
 tried to ring   (MP3) 240 
 241 
Theme 4 – A costly experience 242 
A significant detriment to the IUT experience was the personal cost accrued.  The fiscal impact of displacement 243 
increased income pressures for many families. Participants cited time off work, travel costs for petrol, car 244 
parking charges and the cost of food and/or accommodation for family members as exceptional expenses 245 
triggered by the IUT process. Inflated phone bills, as a consequence of maintaining long distance contact with 246 
family and friends and/or to source information about the hospital (e.g. reputation, location and facilities) 247 
incurred further costs for patients.  248 
 It's the financial aspect of it, the financial aspect on XXX because he's having to take extra time, you 249 
 know, off work, so there's that…. That's another thing as well, the feeding like I'm getting fed, what 250 
 does XXX do?  XXX's not at work, so he won't be getting paid.…he's going over to the restaurant to get 251 
 food, and it's not that expensive, but when you work it out for however long for the food that we've 252 
 been here, it has got quite a bit.     (P11)                       253 
Theme 5- Improving the experience  of IUT 254 
In response to a query on how to improve the IUT experience for future service users, suggestions centred 255 
around four main issues: information, subsidisation, location and visitation. Although most felt well informed 256 
about why they were transferred, many expressed concern about the lack of available information regarding 257 
the hospital to which they were being transferred: 258 
  ….we didn't actually know anything about the hospital, we didn’t know where the caffs was, or 259 
 anything… (P6).   260 
Many suggested that basic information such as an address, directions, visiting hours and available amenities 261 
was essential to an improved experience. Others recommended subsidisation of parking, meals and 262 
accommodation, to defray the financial impact of IUT: 263 
 I think they should give you like a parking permit or something, or give them reduced amounts, or 264 
 something like that because it is a lot of money. (P2) 265 
The location of the transfer hospital,  away from family and friends was a significant issue for most, even those 266 
who were transferred less than 10 miles from home. IUT increased stress levels, caused logistical problems, 267 
had resource implications in terms of time and money. The lack of proximity was exacerbated by inflexible 268 
visiting hours and the inconvenience this caused to family and friends.  Greater flexibility in visiting hours and 269 
transfers close to home were considered a good way to improve the IUT experience.   270 
 That was a problem.  Like, you know, it's not that easy for somebody to just suddenly come two hours 271 
 away.  If it would have been near …, then lots of friends and family would have come and seen us.   272 
 (P5) 273 
  274 
Discussion  275 
Main Findings 276 
The central aim of this study was to explore service users’ experience of IUT. For most participants in this 277 
study, IUT was not perceived to be an adverse experience.  In line with previous quantitative research,6,26  278 
there was resigned acceptance from those transferred for a higher level of care that IUT was necessary to 279 
optimise the welfare of their unborn child. This may be a function of the “halo effect” whereby a positive 280 
outcome may make women less likely to be negative about their maternity experiences.35  Despite this, 281 
findings demonstrated that prior to their own experience, service users had little knowledge or awareness of 282 
IUT and most felt unprepared for displacement. Male partners were perceived to be most negatively affected 283 
by the experience.  For most, IUT was an emotionally, logistically and financially challenging experience, 284 
concurring with Wilson et al’s Scottish audit.26 Suggestions for improving the IUT experience included better 285 
provision of information, subsidization of meals, accommodation and parking,  flexible visiting hours and being 286 
transferred as close to home as possible. Whilst these results are not unexpected and only generalisable 287 
locally, they do provide “confirmatory evidence” of what is known to be true anecdotally.36   Findings are likely 288 
to reflect the national context of neonatal networks and thus may have wider relevance.  The empirical 289 
evidence generated can be used by commissioners and providers of IUT services to make effective and 290 
efficient commissioning decisions. This is important given that  IUT is a resource intensive practice with 291 
potentially long term implications.15  Findings also serve as a reminder that the impact of IUT stretches far 292 
beyond the health needs of the expectant mother and fetus and need to be taken into account, to ensure a 293 
positive experience. Lastly, findings shed light on the impact that policies to centralise neonatal services have 294 
on families. There is a  paradox in implementing  a centralised neonatal network service to provide better 295 
resourced services and improve health outcomes which potentially exacerbates the factors that lead to a 296 
negative birth experience by transferring expectant women to  unfamiliar obstetric centres, away from family, 297 
friends and support networks.  298 
 299 
Strengths and Limitations  300 
Our qualitative research contributes important experiential insights to a limited and primarily quantitative 301 
body of knowledge around service user’s experiences of IUT. A particular strength of the study is that the 302 
emergent understanding is grounded in the perspectives of those most affected by the experience. It 303 
emphasises what is important to women and their families and provides indicators of what works well and 304 
what needs improving in relation to IUT.  Utilising this ‘insider’ knowledge to inform policy and practice not 305 
only fills an important gap in the evidence base but ensures that maternal service provision has relevancy for 306 
future service users. However, several limitations must be taken into account when interpreting the results. 307 
The study endeavoured to explore the familial experience of IUT however the experiences are limited to a 308 
small self-selected sample of families from one region in the UK and therefore cannot be generalised to all 309 
patients who have experienced IUT.  The small proportion of immediate family members who took part (5 310 
males and 2 grandmothers) also limits the transferability of the findings.  Recruiting male participants is known 311 
to be difficult,37 and given the focus of the current study, men may not  have been interested or considered 312 
participation relevant. Moreover, most interviews were conducted during the day when many of them were at 313 
work.  314 
The homogenous composition of the sample is another limitation of the current study. All the participants in 315 
this research had an initial positive outcome (either live birth or were discharged home). It can be surmised 316 
that families who experience a negative outcome following IUT would not only have a different experience but 317 
also different needs to address. Further research on a more diverse sample is recommended. 318 
Interpretation 319 
Qualitative thematic analysis highlighted that whilst participants demonstrated good understanding of the 320 
reason for their transfer, most reported feeling “unprepared” for the experience. This may be linked to a lack 321 
of knowledge and awareness of IUT and the circumstances that prompt the need for transfer.  This knowledge 322 
deficit can be addressed by providing pregnant women with information about IUT. Evidence shows that 323 
information provision increases patients’ satisfaction and their positive experiences of healthcare.38 Being 324 
forewarned about the possibility of IUT could potentially reduce stress levels and ensure expectant mothers 325 
are better prepared for displacement. Such information could be included for example, in the Pregnancy 326 
Book39 given free to all expectant mothers in England. 327 
 Family members in particular were hampered by a lack of information.  Directions to and information 328 
about the transfer hospital were not always readily available which lead to distress, frustration and in some 329 
cases, confusion. Meeting service user’s information needs is imperative to enhancing their experience. 330 
Leaflets with key information about the hospitals within the neonatal network should be made available. The 331 
development of a national website or an ‘app’ which houses information about  hospitals across the  different 332 
neonatal networks (location, virtual tour including delivery room, amenities, visiting hours), information about 333 
local services (eating establishments, accommodation, transport links, shops) as well as information about pre-334 
term babies and links to relevant organisations is recommended. Discussion is currently undeway regarding 335 
the development of such a website by the neonatal network, as means of improving current IUT provision.  336 
IUT was a highly emotive experience for all patients in our study.  Service users were shocked to hear they 337 
needed to be transferred and many experienced high levels of anxiety.  Both Steer2 and Wilson et al26 338 
acknowledged that maternal transfer can be ‘emotionally very stressful’. Given that IUT is usually triggered by 339 
an adverse pregnancy event, the distress experienced is predictable. Women admitted in similar circumstances 340 
(threatened pre-term birth) but not requiring IUT may have similar emotions and experiences and the current 341 
study would have benefitted from having a comparison sample of non IUT patients to ascertain this.  However 342 
displacement to a different hospital and new medical team at such a vital point in pregnancy is likely to 343 
exacerbate the prevailing distress. Further research is needed to ascertain the extent to which the IUT process 344 
itself intensifies distress, with a view to developing strategies that minimise the negative emotional impact of 345 
IUT and enhance a positive experience. 346 
Contrary to expectation, the women in this study considered their partners to be most negatively affected by 347 
the IUT experience.  Displacement meant that many male partners had to handle the ‘triple shift’ of paid work, 348 
childcare and domestic work and emotional work.40 The women recognised that taking on multiple, 349 
traditionally female and potentially unfamiliar roles in critical circumstances proved difficult for many of their 350 
partners, heightening the distress they were already experiencing. This demonstrates that the impact of IUT is 351 
far-reaching and suggests that any measures to enhance the transfer experience must address the needs of 352 
the wider family as well. Given their vital role in the maternity journey, further research focussed exclusively 353 
on fathers/partners as service users in their own right is needed. 13 354 
 Our results also suggest that IUT compromises social support which is known to be beneficial to 355 
psychological well-being.41 Social support has been shown to reduce the psychological and physiological 356 
consequences of stress. At a time when expectant women are in greatest need of comfort, turning to family 357 
and friends may be hindered by the distance they have been transferred from home, the location of the 358 
transfer hospital and the limited visiting hours.  Findings suggest that expectant women and their families, who 359 
are transferred are not only emotionally affected but financially disadvantaged as well.  Displacement incurs a 360 
personal cost to service users, one that many find difficult to bear. Wilson et al26 also contend that IUT results 361 
in ‘adverse socio-economic consequences’ (p40). There is a need to counterbalance the negative fiscal impact 362 
of IUT. One way to accomplish this is to transfer expectant women as close to home as possible. Furthermore, 363 
when resource planning for maternity services, health care providers should consider the possibly of 364 
subsidisation, providing financial help and free meals to compensate for expenses incurred as a consequence 365 
of displacement.  366 
Conclusion 367 
IUT is a universally accepted method of ensuring expectant women receive the most appropriate care to 368 
optimise health outcomes. How this process impacts on service users remains an over-looked aspect of 369 
maternity service delivery despite the UK policy mandate for service user involvement in patient-focused 370 
healthcare. In our study, most service users had an acceptable IUT experience although displacement brought 371 
with it emotional, logistical and socio-economic impacts. Efforts to minimise these need to be considered. A 372 
number of areas for improvement around information, subsidisation, visitation and location were also 373 
identified. By giving voice to those most affected by antenatal transfer, greater understanding of how 374 
displacement impacts on women and their families not only addresses policy objectives but can lead to a more 375 
‘service user-friendly’ IUT experience for women and their families.  376 
 377 
Disclosure of Interest 378 
No potential conflicts of interest 379 
Contribution to authorship 380 
LP, GM, FO, SJ, TV and KC conceived and designed the study. GM, FO, SJ, TV, KC and EP recruited participants 381 
to the study. LP conducted the study. All authors contributed to the writing of the article. 382 
Details of Ethical Approval 383 
Ethical approval for this study was obtained from North Staffordshire Research Ethics Committee, University 384 
Hospital North Staffordshire Trust, Royal Wolverhampton Hospital NHS Trust and Liverpool John Moores 385 
University. 386 
Funding 387 
This study was funded by the Staffordshire, Shropshire & Black Country Newborn Network. 388 
Acknowledgements 389 
The authors would like to thank the following people: 390 
The women and their families who participated in this study 391 
Patricia Rooney, Julia e and clinical staff who assisted with recruitment to the study  392 
References 393 
1. Malpas T, Meates J, Horwood J, Darlow, BA. How safe is antenatal transfer between 394 
between level 3 units? Aust NZ J Obstet Gyn 1997; 37:258-260. 395 
2. Steer P. Maternal Transport. Semin Neonatol 1999; 4:237- 240. 396 
3. Mulder EJH, Robles de Medina PG, Huisink AC, Van der Bergh BRH, Buitelaar JK and Visser 397 
GHA. Prenatal maternal stress: effects on pregnancy and the (unborn) child. Early Human 398 
Development 2002;70:3-14. 399 
4. Witt WP, Litzeiman K, Cheng ER, Wakeel F and Barker ES. Measuring Stress before  and 400 
during pregnancy: a review of population-based studies of obstetric outcomes. Matern Child 401 
Health 2014: 18(10): 52-63. 402 
5. Walker J. Women’s Experiences of Transfer from a Midwife-led to a Consultant-led 403 
Maternity unit in the UK During Late Pregnancy and Labour. J Midwifery Wom Heal 2000; 404 
45:161-168. 405 
6. Bond A, Crisp A, Morgan E, Lobb M, Cooke R. Maternal Attitudes to Transfer Before Delivery. 406 
J Reprod Infant Psyc 1984; 2:33-41. 407 
7. Waldenstrom U, Hildingsson I, Rubertsson C, Radestad I. A Negative Birth Experience: 408 
Prevalence and Risk Factors in a National Sample. Birth 2004; 31:17-26. 409 
8. Larkin P, Begley C and Devane D. Not enough people to look after you: An Exploration of 410 
women’s experiences of childbirth in the Republic of Ireland. Midwifery 2012;98-105. 411 
9. Gottvall K and Waldenstrom U. Does a Traumatic birth experience have an impact on future 412 
reproduction? BJOG 2002; 109(3): 254-260. 413 
10. Lavender T, Walkinshaw S, Walton I. A Prospective study of women’s views of factors 414 
contributing to a positive birth experience. Midwifery 1999;15:40-46. 415 
11. Overgaard C, Fenger-Gron M and Sandall J. The impact of birthplace on women’s 416 
experiences and perceptions of care. 2012 417 
12. Waldenstrom U, Borg IM, Olsson B, Skold M and Wall S. The Childbirth Experience: A Study 418 
of 295 New Mothers. Birth 1996;23(3):144-153. 419 
13. Blunt L. Improving Service Users Experiences of Maternity Services: A Report prepared by 420 
the Patient Experience Network for NHS England. 2014. 421 
14. Ryan T, Kidd G. Maternal morbidity associated with in utero transfer. BMJ 1989; 422 
2999;6712:1383-1385. 423 
15. Fenton AC, Ainsworth S, Sturgiss S. Population-based outcomes after acute antenatal 424 
transfer. Paediat Perinat Epidemiol 2002; 16:278-285. 425 
16. Bennett C, Lal K, Field D, Wilkinson A. Maternal morbidity and pregnancy outcome in a 426 
cohort of mothers transferred out of perinatal centres during a national census. BJOG 2002; 427 
109:663-666. 428 
17. Gill AB, Bottomley L, Chatfield S, Wood C. Perinatal Transport: problems in neonatal 429 
intensive care capacity. Arch Dis Child and Fetal Neonatal Ed 2004; 89:F220- F223. 430 
18. Lui K, Abdel-Latif M, Allgood CL, Bajuk B, Oei J, Berry A, Henderson-Smart D. Improved 431 
outcomes of extremely premature outborn infants: effects of strategic changes in perinatal 432 
and retrieval services, Pediatrics 2006; 118:2076-83. 433 
19. Kempley S, Baki Y, Hayter, G, Ratnavel N, Cavazzoni E and Reyes T. Effect of a centralised 434 
transfer service on characteristics of inter-hospital neonatal transfers. Arch  Dis Child  and 435 
Fetal Neonatal Ed 2007; 92:185-8. 436 
20. Macintyre-Beon C, Skeoch C, Jackson L, Booth P, Camerson A.  Peri-natal collaborative 437 
transport study (CoTS) Final Report.  NHS Quality Improvement Scotland, 2008 438 
[www.healthcareimprovementscotland.org/previous_resources/audit_report/cots_perinatal439 
_transport_study.aspx]. Last accessed 03 April 2014. 440 
21. Gale C, Hay A, Khan R, Santhakumaran S,  Ratnavel N. In utero Transfer is too difficult: 441 
Results from a prospective study. Early Hum Dev 2012; 88:147-150. 442 
22. Harris B, Wirtschafter D, Huddleston J, Perlis H. In utero versus neonatal transportation of 443 
high-risk perinates: a comparison. Obstet Gynecol 1981; 5:496-499. 444 
23. Lamont R, Dunlop P, Crowley P, Levene M, Elder M. Comparative mortality and morbidity of 445 
infants transferred in utero or postnatally. J  Perinat Med 1983; 11:200-203. 446 
24. Siddle N, Owen E. In utero transfer and management of preterm labour: an obstetric 447 
perspective, Contemp Rev Obstet Gynaecol 1989; 1:200-206. 448 
25. Alderdice F, Bailie C, Dornan J  McClure G. A survey of consultant obstetricians views on in 449 
utero transfer in Northern Ireland. Pediatr Res 1999; 45: 903-904. 450 
26. Wilson AM, MacLean D, Skeoch CH, Jackson L. An evaluation of the financial and emotional 451 
impact of in utero transfers upon families: a Scotland-wide audit. Infant 2010; 6: 38-41. 452 
27. Sandelowski M. Whatever Happened to Qualitative Description. Res Nurs and Health 453 
2000;23,334-340. 454 
28. Caelli K, Ray L and Mill J. “Clear as mud”: Towards Greater Clarity in Generic Qualitative 455 
Research. Int J Quals Res 2003: 2(2) 456 
29. Cooper S,  Endacot R. Generic Qualitative Research: a design for qualitative research in 457 
emergency care. Emerg Med J 2007;24:816-819. 458 
30. Smith J, Bekker H and Cheater F. Theoretical versus pragmatic design challenges in 459 
qualitative research Nurs Res 2008 460 
31. Ryan F, Coughlan M, Cronin P. Interviewing in qualitative research: The one-to one 461 
interview. Int J Therapy Rehab 2009; 16:309-314. 462 
32. Burnard P. A method of analysing interview transcripts in qualitative research. Nurs Ed 463 
Today 1991: 11,6:461–466. 464 
33. Burnard P, Gill P, Stewart K,  Treasure E, Chadwick B. Analysing and presenting qualitative  465 
34. Barbour R. Checklists for improving rigour in qualitative research: a case of the tail wagging 466 
the dog? BMJ 2001; 322(7294):1115-1117. 467 
35. Larkin P.   Childbirth: Issues, Contexts, Outcomes. Midwifery Matters 2013; 21(1): 50 468 
36. Skeoch C. In Utero Transfers – getting it right. Infant 2010;36 469 
37. Patel MX, Doku V,  Tennakoon L. Challenges in recruitment of research participants. Adv 470 
Psychiat Treat 2003;  9:229-238. 471 
38. Patient Information Forum. Making the Case for Information. PIF, 2013 472 
[www.pifonline.org.uk/wp-content/uploads/2013/05/PiF-full-report-FINAL-new.pdf]. Last 473 
accessed 3 April 2014. 474 
39. Department of Health. The Pregnancy book 2009. 475 
http://www.liverpoolwomens.nhs.uk/Library/our_services/maternity/Pregnancy_book.pdf 476 
Last accessed  02.11.2014  477 
40. Duncombe J, Marsden D. Women’s “triple-shift”: paid employment, domestic labour and 478 
“emotion work”. Sociol Rev 1995; 4:4 479 
41. Hobfoll S. The Ecology of stress and social support among women in Hobfoll S. (Ed) Stress, 480 
Social Support and Women, 3-16. New York: Routledge 1986. 481 
 482 
 483 
